Community intervention programmes to reduce cardiovascular disease (CVD) risk factors within urban communities in developing countries are rare. One possible explanation is the difficulty of designing an intervention that corresponds to the local context and culture. Objectives: To understand people's perceptions of health and CVD, and how people prevent CVD in an urban setting in Yogyakarta, Indonesia. Methods: A qualitative study was performed through focus group discussions and individual research interviews. Participants were selected purposively in terms of socio-economic status (SES), lay people, community leaders and government officers. Data were analysed by using content analysis. Results: Seven categories were identified: (1) heart disease is dangerous, (2) the cause of heart disease, (3) men have no time for health, (4) women are caretakers for health, (5) different information-seeking patterns, (6) the role of community leaders and (7) patterns of lay people's action. Each category consists of sub-categories according to the SES of participants. The main theme that emerged was one of balance and harmony, indicating the necessity of assuring a balance between 'good' and 'bad' habits. Conclusions: The basic concepts of balance and harmony, which differ between low and high SES groups, must be understood when tailoring community interventions to reduce CVD risk factors.
A ccording to the World Health Organisation (WHO), chronic disease accounts for 60% of all deaths globally, with half caused by cardiovascular disease (CVD) and the remainder caused mainly by cancer, chronic respiratory disease and diabetes (1) . In Indonesia, CVD increased from 18 to 28% as the cause of all deaths between 1995 and 2002 (2, 3), which calls for some form of CVD control programme.
Many studies have found that smoking, a sedentary lifestyle and poor dietary habits (low-fibre intake, high cholesterol, sodium and fat intake) are major risk factors for obesity, diabetes and hypertension, and as such have close links to CVD (4Á14). Thus, CVD prevention should seek to modify these behavioural risk factors.
Many intervention studies have been conducted to control CVD. Sotoohdenia et al. suggest that an intervention should rely more on primary than secondary prevention, and should have a particular focus on the reduction of risk factors (15Á17). This is in line with WHO recommendations that chronic disease prevention should be done both through the promotion of healthy behaviour to avoid major risk factors (smoking, physical inactivity and unhealthy diet) and surveillance of riskfactor patterns in the population (18) .
A CVD intervention programme should be sensitive to the local context and understand how people think about CVD. Ng et al. reported differences in CVD risk factors according to socio-economic status (SES) (19) , and that the adoption of healthy behaviour is slower among participants in lower SES groups (20, 21) , thus strategies to modify behavioural risk factors should also consider SES. Owing to the extended lag between practising unhealthy behaviour and the onset of CVD, a consistent behaviour change over a long period of time is needed to prevent disease. However, consistent behaviour changes may only be successful if the social environment supports the changes, since personal behaviour is influenced by this environment (22) .
Developing a health programme based on a qualitative study This study is part of the Proriva CVD prevention programme (Proriva Á Program to reduce CVD risk factors in Yogyakarta city). In the Proriva survey, reported elsewhere (unpublished observation), CVD risk factors in the community are analysed, as well as people's knowledge about the disease. The main aim of the Proriva programme is to promote non-smoking, more physical activity and higher fibre intake, whilst the aim of the present study is to increase understanding of experiences and perceptions of health and CVD risk factors among people supposed to be targeted in a community intervention in the urban areas of Yogyakarta, Java, Indonesia. This study attempts to answer the question: what do people think about health and CVD sickness, and how do people prevent CVD? Based on the present qualitative study and the Proriva survey, a pilot health promotion programme will be developed to reduce CVD risk factors in the population (23) .
Method
Research design, setting and participants A qualitative research design was adopted, with focus group discussions (FGDs) and individual research interviews used to gather information.
The study was conducted in Yogyakarta City, which is located in the south of Central Java Province. The city of Yogyakarta is divided into two areas according to how strongly people are bound to Javanese traditional culture. The central (where Yogyakarta Palace is situated) and southern parts are the original areas of Yogyakarta City where people are more traditionally bound to Javanese culture compared with the northern part, which is an extension of the city (24) . For the purpose of this study, two sub-districts were selected from the northern part (Jetis and Tegalrejo) and three from the southern part (Umbulharjo, Mergangsan and Kotagede).
To select the informants, a neighbourhood of low or high SES was first identified by a key person, namely, an officer at the Office of Settlement and Regional Infrastructure of Yogyakarta, and then informants' names were obtained from the community heads of the urban area. The invited informants had to fulfil the criteria of living in the selected neighbourhood, and not owning a motorcycle (low SES) or owning at least one motorcycle (high SES) as a proxy indicator of wealth (25) . To keep the FGDs homogenous, the selection of informants for each FGD was based on their role as a community leader, lay person from both high and low SES group, or government health officer. The number of informants in the FGDs varied from 5 to 12 with a total of 78 informants, 43 men and 35 women.
Data-collection procedure
FGDs enable exploration of norms and values in specific groups, and are valuable when striving to investigate cultural perceptions of certain phenomena (26) . In this study we used FGDs to enhance group discussions about shared experiences, perceptions of health and CVD in general, and of how to prevent CVD. As described above, perspectives were sought from different groups, namely, lay people, community leaders and government health officers. The research design was emergent (27) , which in this case meant that after interviewing and analysing the FGDs we decided to conduct two individual interviews in order to further explore certain topics that emerged in the group discussions, i.e. socio-economic conditions and the role of women in health (Fig. 1 ). In total, 76 informants participated in eight FGDs.
The first author and two research assistants fulfilled the roles of facilitator or note-taker in the data collection procedure. The first research assistant is a female Indonesian sociologist with a graduate degree in public health, and has been a citizen of Yogyakarta for 10 years. The second research assistant is a male medical doctor with a graduate degree in public health, and has been a citizen of Yogyakarta for eight years. The FGDs and interviews were conducted in the official language of Bahasa Indonesia. They were tape-recorded, transcribed verbatim in Bahasa Indonesia and then translated into English, so that a joint analysis could be conducted between the authors.
Data analysis
Analyses were guided by content analysis as described by Graneheim and Lundman (28) and were used as our point of departure for a comparison between high and low SES groups. We focused predominately on the manifest content of the FGDs and the interviews (28) . A quick reading of each FGD transcript was immediately conducted so that emerging concepts or themes could be used in subsequent data collection. The content analysis was done in two steps: first, the transcripts were read several times to obtain an overview of the most important contents; and second, the transcripts were reread and coded by the first author from the original transcripts. The meaning units consisted of the full interview transcripts. The meaning units were condensed and codes were assigned to each unit. The codes were then grouped together and classified according to their manifest content, so that each group of codes comprised a category and then sub-categories of low and high SES groups. Three domains were applied to organise the structure of the content analysis, which were in line with major aspects from the interview guide, namely, perception of heart disease, prevention of heart disease and health promotion strategies.
The first author (FD) is an Indonesian researcher in public health sciences and medical doctor, with an interest in community participation for health. She was born in Yogyakarta, and speaks Bahasa Indonesia as her mother-tongue. The second author (LW) is a Swedish researcher in public health sciences and Professor in epidemiology and family medicine, specialising in designing community intervention programmes. The third author (AÖ ) is a Swedish researcher in public health sciences, specialising in medical sociology and qualitative methodology. The second and third authors do not speak Bahasa Indonesia; however, by using researchers with different professional and cultural backgrounds, we aimed to achieve triangulation of researchers. A negotiated outcome was achieved through several work sessions, in which we compared codings and agreed the final result.
The research project received ethical clearance from the Faculty of Medicine, Gadjah Mada University, Yogyakarta, Indonesia. Data were collected only after official and individual permission had been granted. Verbal informed consent was sought before interviews were conducted and participants were made aware of the study's aim, procedures of tape-recording and transcription of the discussions. Although the researchers guaranteed participants' confidentiality, they could not guarantee that other FGD participants would adhere to this.
Results
Seven categories emerged from this study: (1) heart disease is dangerous, (2) the cause of heart disease, (3) men have no time for health, (4) women are caretakers for health, (5) different information-seeking patterns, (6) the role of community leaders and (7) patterns of lay people's actions. As described previously, these categories were organised according to three domain structures, which were major aspects of the interview guide. Differences between high and low SES were identified, which will be discussed in due course. One theme, 'balance and harmony', emerged as an overarching perception regarding healthy lifestyles (Table 1) .
Local perception of cardiovascular disease (CVD)
Heart disease is dangerous Heart disease is well recognised, but the term 'Cardiovascular disease' is unknown and sounded strange to participants. In this paper, we use the term 'heart disease' to reflect 'CVD' from the participants' point of view.
Perception of CVD is similar for both low and high SES groups. Informants expressed their view that heart disease kills suddenly. People previously recognised heart disease as 'sitting-wind sickness' (angin duduk in the local language), with 'sitting-wind' referring to a similar light sickness called 'exposed-to-wind'. 'Exposedto-wind' is a sickness that is believed to result from too much exposure to wind, and can be cured by rubbing someone's back with oil and then scratching it with a coin. 'Sitting-wind' is often mistakenly identified as 'exposed-to-wind' sickness, and subsequently treated with coin scratching, however this frequently results in unexpected sudden death.
My father died because of heart disease, they call it sitting-wind (sickness). My father was coin scratched on this place (pointing at back and chest), people used to say he got 'sitting-wind', we didn't know what heart disease was, we didn't know, they said we should not scratch him, I didn't know that, he was scratched and died (sorrow and expressions of regret). (Participant from low SES group) That's death during scratching, because he was not directly referred to a doctor. We thought that he got usual 'exposed-to-wind sickness', we scratched him The cause of cardiovascular disease (CVD) There is considerable difference of opinion between SES groups regarding the cause of CVD. Participants of high SES describe the cause as being an unhealthy lifestyle, e.g. too much fat intake, stress and smoking, which create deposits in blood vessels and results in heart obstruction. Male participants of high SES recognise that smoking is unhealthy, however, they argue that smoking is needed to support their job, and, in order to avoid the negative health effects of smoking, they balance it with sports. On the other hand, participants of low SES report that they do not understand the cause of CVD. They realise that their environment is unhealthy and that they are at risk of being afflicted by common diseases including CVD, however they believe that suffering from CVD is destiny.
Smoking is regarded as only slightly dangerous and is seen as a must for men, and they claim that sport is unnecessary as they have physically demanding jobs.
Sediment of fat or salt obstructs our blood vessels . . . the process of sedimentation has been for years because of wrong dietary habits . . . if the blood vessel gets narrower, the oxygen supply to the heart will be disturbed. (Participant from high SES group)
When they get stressed, looking for inspiration, or happen to be stressful. They smoke to get relaxed . . . Those who happen to get ill, I think it's just a coincidence . . . because in reality there are still many people who are healthy though they're smoking . . . ha. (Participant from low SES group)
Prevention of cardiovascular disease (CVD)
Men have no time for health Men from both SES groups stressed that when they are healthy they are busy working and do not think about preventing illness. They also said that men are responsible for earning money. Men of high SES believe in the benefits of a healthy lifestyle, but do not have time to pursue it, and that they can maintain their health with necessary medical examinations and medical care. Men of low SES claimed that they are busy struggling to survive and, in contrast to high SES, said that health prevention is useless in changing their destiny regarding a fatal illness such as heart disease.
but we often get too busy with our daily activities so we neglect this deadly syndrome. Women are caretakers for health High SES wives stated that in addition to domestic tasks and employment, it is their responsibility to care for the sick and remind family members to stay healthy. These wives are also responsible for keeping the family in contact with their community. Women of low SES stated that in addition to domestic tasks and employment, their responsibilities regarding health include curing the sick with the cheapest treatment, which requires women to improve their health knowledge and practices. Low SES wives are also responsible for health activities at the community level, through women's community organisations, such as PKK and Posyandu. PKK stands for Family Welfare Movement, and is a popular women's group that encourages community participation to improve community-wide family welfare. Posyandu stands for Integrated Health Service Centre, which facilitates women's work to support the health of the community. Thus men are positioned as the breadwinners and, as they are too busy with that role, they delegate the health of the family to women who are considered as the caretakers for health.
It is the best among many things . . . there was presentation (health education) . . . each household has one father, mother, children and then it was represented by the mother (to attend the education). Information-seeking patterns Participants from both high and low SES groups expressed that they are frightened by CVD, particularly following the experiences of close relatives, which prompts them to seek information about the disease. Both husbands and wives from high SES households actively seek health information from various sources, such as mass media, magazines, television, websites and from health professionals. They want information to be complete and logical regarding CVD as a disease, and also prevention of it. By contrast, it is the wives within low SES households who are obliged to seek health information, and they feel that their information resources are limited primarily to health officers and the 
Health promotion strategies
The role of community leaders The role of community leaders within high SES neighbourhoods is regarded as rather unimportant and passive, compared with the low SES neighbourhoods where leaders are regarded as important and active. Study participants who are leaders from high SES communities conveyed that they are familiar with community activities but not in detail, and are usually invited to participate by whichever community member proposed the activity. By contrast, leaders from low SES groups stated that they are the manager of a community activity, and should act as a good role model to motivate lay people.
The head of sub-village . . . oh . . .yes, well if there is a certain event he will be invited or told about it, but the initiative comes from the bottom. (Female participant from high SES group) There had been a community security control activity . . . we (as the leaders) were also scheduled to participate on a certain date . . . if the leader was attending, why then wouldn't the community members attend, just simple. (Leader from low SES group)
Patterns of lay people's action
We found different mechanisms at work regarding the community action of lay people in high and low SES groups. Lay people from high SES communities act individually, whereas in low SES groups they act collectively. Furthermore, high SES participants stated that each individual decides what they do, initiate community action individually, gradually initiate group activity, and then invite community leaders to start community-level action. By contrast, low SES participants explained that their habits are influenced by peers and close friends, and that activities are initiated by their community leaders.
People of high and low SES have different preferences regarding social gatherings within their neighbourhood; people within high SES groups do not enjoy interacting with common people in their neighbourhood, whereas people from low SES groups enjoy their community gatherings, tolerate diversity within them and respect their leader.
Yes, we built it (the badminton field) together, ourselves. I supply the electricity, they only need to buy the ball and pay a small amount of money to care for the facility, the electricity is free, I supply it. Balance and harmony A theme of balance and harmony runs through all categories of both low and high SES groups to different degrees. Balance in life was emphasised by participants, and was used to mean a balance between one's habits in order to bring harmony, and, in turn, wellbeing, to one's life. Regarding heart disease perception categories, both low and high SES groups believe that an imbalanced lifestyle results in disease. High SES groups recognised that the imbalance could result in heart disease, however low SES groups did not recognise this.
I think heart disease is caused by the imbalanced diet. For example, the high cholesterol level causes blocking. Second, it is possibly because of exhaustion where there's imbalance on energy burning. There's a lot of dirt in the heart and the heart is blocked. Participants also demonstrated that balance can be expressed at the family level as a way to prevent heart disease. At the family level balance refers to the division of tasks between husband and wife. High SES participants claimed that this balance requires earning of money and domestic work (of which health is a part) be shared between men and women, while low SES participants maintained a more strict division of tasks between men and women, with men responsible for earning money and women for domestic work (and therefore health).
Well, as we are a family, we should be (work) together, if my child gets sick, we will try to find the medicine to heal her. If I get sick, my wife will find the medicine. If she gets sick, I will massage her, I will do coin-scratching so she will recover soon. As we are a family we should be (work) together. Participants described balance and harmony as being applicable at the community level, and discussed how they keep balance and harmony between their household and community. In high SES neighbourhoods, lay people claimed that balance and harmony in their society is defined by them individually, which is in contrast to low SES neighbourhoods, where lay people claimed that balance and harmony is built by them collectively.
Hmmm . . . uh . . . something that can make them join? . . . uh . . . usually I don't analyse . . . eh . . . special reason except giving respect and make it crowded. (Male participant from high SES group) So, the community awareness depends on ourselves . . . if we think that we can solve it, let's do it, from us, by us and for us. So our awareness is built up by us. (Leader from low SES group)
Discussion
Balance and harmony of the individual, family and society Perhaps the most important finding from this study is that participants attach great importance to the concept of balance and harmony, which is a notion strongly embedded in the mindset of Javanese people in Yogyakarta, not only regarding how health is defined, but also regarding family and social harmony. With regard to understanding and definitions of health, we argue that this notion of balance and harmony reflects a mixture of Eastern and Western thinking. Eastern philosophy is strongly influenced by Chinese traditional therapy that focuses on the balance of energy, as well as Indian traditional therapy that focuses on a balance of lifestyle (29) . Western biomedical science, on the other hand, distinguishes between the different functions of body and mind (30) . A mixture of Western and Eastern philosophy is obvious in high SES people, which might indicate their greater exposure to Western knowledge. For those from low SES, infiltration of Western philosophy is less compatible, therefore, they regard sickness as the result of destiny, which could cause a feeling of hopelessness and powerlessness in relation to the health sector, as well as in other sectors of life (24) . Belief in destiny could also be a reflection of the strong influence of religion and culture, which includes a belief in the power of the macrocosmic over their lives (31) .
The importance of balance at the individual level is apparent in the case of smoking habits. Men from both high and low SES groups consider smoking to be important, which is in line with Ng et al.'s study (32) in Central Java, which found smoking to be deeply embedded in the cultural context. To cope with this 'bad' smoking habit, men balance it with a 'good' habit, e.g. sports.
The present study also found that within family, participants try to maintain balance in their families in order to sustain harmony. In Javanese culture, the husband is the leader and decision maker in the family, but his decisions are based on family members' opinions and a discussion between husband and wife (33) . The husband is responsible for the family's income, and the wife for domestic tasks. In contrast to the biology-based role of giving birth, women's responsibility for domestic tasks is based on cultural norms (34) . In Javanese culture, this burden is even greater for women since they are also expected to help with the family income, which is particularly true for women from low SES families (33) .
In this study we found that it is most important to maintain social relationships in order to retain harmony within society, thereby maintaining health. In Javanese culture, even though a family is an independent unit of society, it is also bound by societal values. Kindness, consideration and appreciation for others are important aspects (35) . Furthermore, it is important to respect the community leader, obey society's decisions and support its actions (33) in order to maintain social relationships. Particularly in the case of low SES families, we found that the task of maintaining social relationships between family and society was part of the domestic duties of a wife. Based on the gender differences that emerged from the FGDs, CVD prevention and health promotion might target women and men differently in accordance with their social roles as husbands and housewives.
Local perceptions about cardiovascular disease (CVD) and its prevention Our results show that, when occurring in the community, CVD is a source of anxiety for participants. This finding is in line with the results of a study of deaths among close relatives, which concludes that these gave rise to feelings of bereavement and vulnerability in relation to the underlying causes of death (36) . The study also found that this feeling of fear existed not only at the individual level, but also at a micro-cultural level (37) .
According to participants, CVD prevention is often neglected despite fears of the threat of this disease. Participants said that, unless they feel seriously ill, they are too busy with daily activities to be concerned with prevention, which is similar to the findings of a study in Central Java, where participants did not consider mild malaria a disease unless it disturbed their daily activities (38) . These findings support the humanistic theory that defines health as the product of physical, psychological and social wellbeing (39) . Thus, in line with the Health Belief Model (40) , participants in Yogyakarta did not feel threatened by CVD since they perceived themselves as healthy, and therefore saw no need for preventive action. Based on this, intervention should clarify misunderstandings regarding the threat of CVD, which could mean that the benefits of prevention are more greatly appreciated and could, for example, motivate lay people to learn to identify CVD cases in their own community.
Community health promotion
In line with Sorokin's (41) theory of social interaction in rural areas, we also found that social interaction is important within low SES society in this urban setting, where resources are limited, people are more similar in terms of background, and relationships between members are based on geographic closeness. Added together, these factors can result in strong and sustainable personal interactions. By contrast, social interaction has been found to be weak in urban areas but greater in frequency (41) , which is similar to our findings in high SES groups.
Javanese people still respect cultural leaders for their supernatural power, which is achieved through meditation and ascetic life (lelaku) (33) . Similarly, respect for community leaders is grounded in people's appreciation of leadership in community activity, which was particularly apparent in low SES groups.
The importance of social interaction and respect for local leaders in low SES groups provide favourable conditions for the development of a health promotion programme, which should obviously be developed according to the SES of the target population. For high SES groups, such a programme should be more individually tailored, whereas in low SES groups it should be based on existing collective activities. Health promotion efforts should also be based on the local culture. For example, WHO's promotion of physical activity (42, 43) through sports in Colombia (44) would not be effective in Yogyakarta, since those from low SES groups have physically demanding jobs and, therefore, are already very active.
Our findings illustrate that limited understanding of risk factors of CVD in low SES groups might hinder the promotion of healthy lifestyles. It might even be perceived as a threat to the value of maintaining balance and harmony. Thus, the programme has to be developed based on combining opportunities and reducing hindrances. Smoking among men is a sensitive issue and is a strongly embedded value, which is why we must be careful not to violate the existing balance and harmony when promoting a smoking ban. Exposing the communities to the testimonies of smokers with smoking-related diseases might be one example of how to increase awareness of the danger of smoking. The involvement of wives is another possibility, and could be important as health is perceived as the woman's domain. Advice and guidance from the community leaders might reinforce efforts to promote a healthy lifestyle.
In the Proriva project, the target audience was drawn from the baseline survey, whereas the intervention strategies were developed based on the present qualitative study. Thus, it can be regarded as a formative evaluation that attempts to identify what intervention strategies would likely be effective, because it adopts a customeroriented perspective, which is a basic concept of social marketing techniques (45, 46) .
Methodological consideration
Validity of the data has been ensured using data triangulation and researcher triangulation. Data were gathered from different sources: lay people, community leaders and government officers. Differences between women and men were also explored in order to learn more about the importance of gender roles in attitudes towards health and CVD. The involvement of researchers with different professional backgrounds has enabled richer interpretation and negotiation of the results (27) . The researcher team included a physician, medical sociologist and community intervention designer.
A limitation of this study is that it does not explore the perceptions of government officers towards CVD and its prevention Á and the subsequent gap between this and the perception of lay people Á which requires further study.
We had initially sought to conduct FGDs with five to eight participants, which is the optimal number set out by Barbour and Kitzinger (26) in order to encourage people to express their experiences and views. Unfortunately, because many curious people showed up at the interview sessions, some of the groups became larger.
The results of this study cannot be seen as representative of the Javanese population in terms of statistical generalisation, yet they do reflect the Javanese condition, especially in Yogyakarta City. The results might, however, be applicable to other settings with a similar social context (27) .
Conclusion
This study suggests that health is considered a prerequisite to accomplish daily activities, and that people do not tend to take preventive action as long as their daily activities have not been hampered. Although a CVD attack may have a fatal impact, CVD risk factors do not hamper daily activities, therefore people are unlikely to take preventive action.
Patterns of social action differ according to which SES people belong to. Those belonging to low SES communities prefer to take collective action, involving housewives and leaders. By contrast, people from high SES communities prefer to be more independent, but still involve housewives. Regardless of their socio-economic background, people share values of balance and harmony at the individual, family and society level in relation to their health-related lifestyle.
In order to motivate people to participate in preventive action, we conclude that health promotion programmes should be tailored according to the socio-economic background and gender roles of the target population. Integrating the programme into existing social activities is an example of how the programme can respond to the values of balance and harmony that have been identified as important by our study participants. In future interventions it is also important to question the traditional gender relations, which rely heavily on a male breadwinner vs. female housewife model, so that power relations and gendered patterns of health behaviour can be highlighted.
Participants tended to hold the belief that preventive action is unimportant as long as their daily activities are undisturbed. Despite this, it is still possible to introduce a health promotion programme as long as it is appropriate to the SES of the individual. Such programmes should be available as multiple forms of intervention within various settings and over a sufficiently long period of time.
